Abstract
To examine fluctuations in numbers of patients on surgical wards the dates of admission and discharge of each of the 5556 patients admitted from 1 January 1985 to 31 December 1987 were examined during computerised audit of a single surgical firm. The numbers of patients under the care of the firm fluctuated widely, often exceeding the 38 beds nominaliy available. Duration of stay varied from two days or less (3062 admissions) to more than a month (163 admissions). One patient was in hospital for 278 days. The patients admitted for more than a month (2-9% of the total) filled 28% of the beds; not all these patients were elderly.
A further increase in throughput ofpatients undergoing elective operations might be achieved by always admitting patients on the day of operation, and perhaps by discharging patients even sooner than at present. Efficiency would increase but so would overall costs.
Introduction
An efficient surgical service should have a high throughput of patients and a low rate of cancellation. It is difficult to run: during a lull the beds and lists seem wastefully underused, and during a spate of emergencies elective operations have to be cancelled. These fluctuations have received scant attention. In 1984 we set up a computer system for audit on our general surgical firm, which has special interests in vascular and oesophageal surgery. We looked at records for 1985, 1986, and 1987 to see how the load on the wards fluctuated and to find where economies might be made to preserve the service should financial stringency demand a cut in the number of beds.
Data collection
For all inpatients and for patients having operations on an outpatient or day case basis house surgeons recorded the following details on a microcomputer: the hospital number; surname; sex; age; consultant in charge; whether admission was emergency or elective; date of admission or transfer; date of discharge, transfer, or death; and up to four diagnoses, complications, and operations. These data were checked at the weekly meeting of the whole firm (two consultants, a senior registrar, a registrar, and three house surgeons) at which we review our work; diagnoses were modified as necessary each week until the patients were discharged. Programs to analyse the data were written. This paper deals with patient episodes; any patient appears as many times as he or she was admitted during the study. Duration of stay was calculated as zero days if the patient was discharged on the date of admission, one day if discharge was on the day after admission, and so on. As this does not allow estimation of the number of beds required for day cases we assumed that for a stay of zero days the requirement was 0 5 bed day. 1  482  343  2  345  721  3  288  252  4  223  136  5  117  87  6  98  68  7  87  69  8  64  51  9  54  59  10  40  31  1 1  46  40  1 2  45  26  1 3  27  20  14  31  30  15  28  15  16  20  16  17  19  14  18 17 Vasculardiseases*(n=163) 36 (22) 83(51) 11(7) 10(6) 7(4) 16(10) 11(7) 26 (16) 21(13) 3(2) 4(2) 6(4) 6(4) 6(4) 80(49) Herniat (n=114) 32 (28) (49) 21(27) 4(5) 5(6) 2(3) 7(9) 13(17) 7(9) 6(8) 5(6) (1) A surgical service might be provided with fewer beds if patients for elective operations were always admitted on the day of operation and discharged at the earliest opportunity and ifelderly patients with chronic illness were transferred to other care. The potential for such economy is, however, only 10% of the average number of beds occupied (3 * 5 of 34 5 in our study).
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(2) Numbers of beds should not be decreased further: physical removal of beds runs the risk that fluctuations in the need for beds can be accommodated only by cancelling elective admissions.
(3) If all surgeons in a district were to increase their throughput the overall cost of health care would be increased and there would be a risk of bankrupting the district health authority. A new system of funding should be set up to encourage efficient surgical units with short waiting lists.
Introduction
Gastro-oesophageal reflux has been reported to be more common in asthmatics' and has been postulated to cause worsening of asthma, particularly nocturnal wheezing.2 The cause of this is unknown but microaspiration of the contents of the stomach might be one possible mechanism, and improvement of asthma has been reported after surgical repair of hiatus hernia.' Another possible mechanism is that the presence of acid in the oesophagus may stimulate vagal nerve endings which can cause reflex bronchoconstriction.4
This study was performed to find out if there was a difference in the degree of gastro-oesophageal reflux between asthmatics with "morning dipping," in which the peak expiratory flow rate falls during the night, and asthmatics in which this does not occur ("nondippers"). We also gave ranitidine and placebo to asthmatics with gastro-oesophageal reflux to see whether they would benefit from reduction of acidity in the stomach.
Patients and methods Forty four adult asthmatics attending the respiratory clinic agreed to participate in the study. All patients showed a greater than 25% increase in peak expiratory flow rate or forced expiratory volume in one second after treatment with bronchodilators. No patient had had gastric or oesophageal operations. One patient who had been prescribed ranitidine for gastrooesophageal reflux stopped taking the drug for the duration of the study. All patients continued their usual medications for asthma. We recorded the weight of each patient as percentage deviation from the population mean,' taking account of age, sex, and height. A patient was considered to have a history of reflux if symptoms occurred at least once every six weeks.
The patients kept a diary for six days and returned to hospital on day 7 for ambulatory monitoring of their oesophageal pH. They recorded type, dose, and timing of drugs as well as their asthma and reflux scores6 for day and night (tables I and II). To determine the peak expiratory flow rate of each patient the best of three
